In many cases the pain, even of a perforation, does not last very long, as lymph is rapidly laid down round the opening, and the acutely irritated peritoneum pours out fluid, both tending to relieve pain.
Again, when the patient, in great pain, sends for the doctor, he and his friends, who immediately rally round, urge the doctor to stop the pain. In kindness of heart the doctor yields, and gives the patient an injection of morphia, after which the examination of the abdomen may show so little that again the diagnosis is missed.
Mr. Y, aged. 68, had retired from business and was leading a more or less sedentary life. He complained of occasional attacks of colicky pain and discomfort in the gall bladder region. Earlier in life his appendix had been removed. He had a large inguinal hernia on the right side, which was not properly controlled by a truss, and it came down directly the truss was removed. When these attacks of pain and discomfort in the abdomen came on, the hernia always gave trouble, and on one or two occasions became partially obstructed and irreducible for a time. Quite suddenly at 10.30 one evening he was taken with another attack of acute abdominal pain, this time so severe that he fell to the ground and remained on his hands and knees. He suffered from shock but did not vomit: the hernia protruded to the size of a large orange and could not be replaced. The doctor was sent for and gave him some morphia before he moved him, and then when he got him back to bed found no definite physical signs except that the hernia, which was protruding more than usual, was apparently not strangulated but was more difficult to control than formerly. Thinking it was only the same type of semi-obstruction, the patient was treated with enemata and an action of the bowels further complicated the diagnosis. Two On the other hand, it is also possible to mistake an "acute abdomen" for pneumonia.
A girl, aged 12, was admitted to Westminster Hospital, having been seized with a rigor, pain in right loin and side of abdomen, difficulty of breathing and high temperature-104°. She was sent in as an acute appendix, but on seeing her I felt bound to suggest a diaphragmatic pleurisy and probable commencing pneumonia on that side. The next day there were no physical signs in the chest, though the movement was still deficient and there was definite dullness in the loin extending nearly to the rectus. Operation revealed a gangrenous appendix with an abscess that had burst in the cellular tissue behind the colon and in front of the liver.
Mr. A. B., aged 19, had acute abdominal pain which doubled him up. It came on following some days of pain and discomfort after food. His case was diagnosed as pneumonia and for two days he was treated on this assumption and given morphia for the pain. When I saw him he had all the signs of general peritonitis and the rigid bar above the umbilicus was still present. Operation two hours later shewed a perforated pyloric ulcer, but no definite food in the peritoneal cavity. He got quite well, and it is seldom that a patient with a perforation of 48 hours' duration does so, but he was young and had taken no food before or after the perforation occurred, and as he had been kept under morphia no great leakage had taken place. He was very lucky.
A medical practitioner, aged 53, had suffered from diabetes for a long time, and for some days was so fatigued that he obtained a locum tenens. Two or three days later he complained of severe pains in the epigastrium, slightly greater on the right side and radiating to the shoulder. The pains occurred in crises lasting some minutes, and were not accompanied by vomiting. At first he appeared to be suffering from biliary colic, but the gall bladder was not tender, and the abdomen was neither distended nor rigid. He was definitely short of breath, and the examination of the urine showed abundance of sugar and acetone. The pain persisted and the abdomen became tympanitic with obstinate constipation. The temperature became sub-normal and the patient died from diabetic coma 36 hours after the onset of the pain.
A woman, aged 38, was admitted to Westminster Hospital with urgent vomiting and continuous abdominal pain referred to the umbilicus, which had been going on for three days. She was thin and very toxaemic, the abdomen was scaphoid, very tender and rigid. Nothing had been passed, the vomit was not faecal but appeared to be from the upper part of the small intestine. The urine was scanty and contained no albumin or sugar. There was no history of any previous illness, but she had always been thin and never robust. As the pain and vomiting continued I opened the abdomen February, 1936 THE ACUTE ABDOMEN and found nothing! She remained in a state of semi-coma after ithe operation, the urine became solid with albumin, the heart failed and she got gangrene of the nose, hands and feet before she died of uraemia. Small red granular kidneys were found, post-mortem.
A stout man, aged 43, known to have chronic renal disease, was uncfer treatment for a gastric ulcer, the presence of which had apparently been confirmed by an X-ray examination, when he was suddenly seized with acute pain in the left fhypochondrium, accompanied by vomiting, tenderness and rigidity. There was no change in the urine, and a friction rub was heard over the lower ribs on that side. His symptoms did not improve and he was operated upon in the belief that the ulcer had ruptured into the lesser peritoneal sac. Nothing abnormal was found at the operation, but the patient died of uraemia twenty-four hours afterwards. The post-mortem examination revealed small granular kidneys and no trace of any gastric ulcer at all. Difficulty in diagnosis is specially marked when two diseased processes are present in the one patient as occurred in the following case:-Mr. H., aged 48, had suffered previously from recurrent gastric attacks. He was suddenly siezed with acute pain in the left side and back, followed by vomiting, distension and marked rigidity all over the right side of the abdomen. All the symptoms pointed to a duodenal ulcer, which was leaking. On opening the abdomen an old duodenal ulcer was found with great pyloro-spasm, but no peritonitis and no perforation. There was enormous distension of the colon, but no growth or stricture was found. The distension was relieved by a rectal tube, and on further examination of the gall bladder, kidneys and ureter an impacted stone was found in the left ureter, one and a half inches above the pelvic brim. (It was learned afterwards that the patient had passed blood on one occasion some three months before, but had taken no notice of it and no investigation was undertaken.) The stone was removed and six years afterwards a gastro-enterostomy had to be performed for a large ulcer in the second part of. the duodenum.
The treatment of these cases of " acute abdomen" is undoubtedly operative, but the surgeon has not only to remove the cause, he must be prepared to deal with the peritoneal infection, to allow for adequate drainage, and, in cases of obstruction, to open and let out the contents of the bowel.
The administration of a general anasthetic calls for special care in cases where obstruction is present. When the stomach is full the danger of vomiting is greatly increased, and with it the risk of inspiring the vomit. Well known as this is, I feel I must mention it on account of its great importance. It is well to wash out the stomach before the operation whenever possible, but such a procedure does not obviate all the risk, it only serves to minimise it. I have known a case to vomit the contents of the upper part of the small intestine even when this precaution had been taken.
The presence of blood-stained fluid in the peritoneal cavity points to the case being one of:-Rupture of an ectopic gestation or ovary; Acute internal strangulation; Acute pancreatitis; Occasionally intussusseption; or Strangulated ovarian cyst.
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